
 . Hitherto postgraduate teaching in Great Britain has not been
encouraged in the medical schools, because the majority have consid¬
ered that their first duty was to teach their own undergraduate students,
and have therefore given very limited facilities to graduates.

C. It should now be recognized that, although the teaching of under¬
graduate students must not be allowed to suffer, the claims of graduates
should also be considered, in order to promote the efficiency of the
medical profession throughout the British Empire.

D. The cooperation of America and France should be secured. This
could best be done through the recently organized American Post¬
graduate Union and the Committee of the Société Médicale des Hôpi¬
taux de Paris on "Medical Education in the Hospitals for Foreigners."

II. SCHEME FOR GENERAL AND SPECIAL POST-GRADUATE COURSES

(a) In the Existing London Undergraduate Medical Schools
All of these schools have agreed to provide the following postgradu¬

ate instruction:
1. General Courses.—Each medical school will provide annually two

courses of postgraduate teaching each of a fortnight's duration or one
course of a month's duration at the discretion of the individual schools,
a succession of periods being arranged so that such teaching is obtain¬
able throughout the year. The dates of the courses at each school will
vary from year to year, so that more or less convenient periods will
fall to different schools in different years. The rota should be drawn up
in such a way that each school may know the dates for its courses for
the next three years.

Each school, after inquiring from its teachers what instruction or
courses they are prepared to give, will be asked three months in
advance to draw up a programme which will give opportunities for study
throughout the working day in the subjects included in the courses,
and will decide how many students can be admitted to each course.

2. Special Courses.—Special courses will be arranged in the schools
where a graduate may have the opportunity of deeper study in any
particular subject. Such courses will usually last for not less than
three months, and it may be advisable that different parts of the
courses should be carried on at different institutions. The special
courses should be as comprehensive as possible. For example, a course
in "disorders of digestion" might include:

(1) Lectures by an anatomist, a physiologist, pathologist, radiographer,
physician and surgeon.

(2) Clinical teaching on cases in the wards and out-patient depart¬
ments and on other cases collected by the teacher from his wards or

out-patient departments during the previous six months.
(3) Practical instruction in the x-ray investigation of disorders of

digestion by the radiographer,
(4) Practical instruction in chemical analysis of gastric contents and

feces by the clinical chemist.
(5) Practical instruction in bacteriological and microscopical examina¬

tions of feces by the pathologist.
(6) Demonstrations on museum and postmortem specimens by a demon¬

strator of morbid anatomy or any other physician interested in the
subject.

(7) Demonstrations on the use of the sigmoidoscope.
(8) Opportunities for seeing operations on cases already investigated

by the" students.
3. Research Work and Clinical Assistantships.—After having attended

such a special course, a graduate may apply to the teacher responsible
for the courses for permission to do research work under him or to
act as his clinical assistant for a further period. For example, a

graduate interested in children's diseases or orthopedics, after attending
a course on one of these subjects could then, if he is regarded as suf¬
ficiently qualified, stay on at the hospital as clinical assistant and do
research work under the physician for children's diseases or orthopedic
surgeon respectively. At the same time he could spend an hour or two
each day in following the courses given on these subjects during suc¬
cessive fortnights at the different schools and special hospitals. He
would thus get quite exceptional opportunities for study.

4. General Hospital Practice.—Facilities will be afforded for students
to attend the ordinary hospital practice of the medical schools.
(b) In the Existing London Postgraduate Schools and Special Hospitals

Those which have given postgraduate instruction in the past will
continue to do so in cooperation with the other teaching institutions
working with the association. There will be no limit placed on the
duration of their courses of instruction, which may continue through¬
out the year.

(c) Provincial, Scottish, and Irish Schools
The medical schools of the United Kingdom will be invited to

cooperate with the London Association in providing periodic courses
of instruction for graduates, which would run concurrently with those
of the former, especially at times, such as the summer months, when
the number of graduates would probably exceed the number who could
be adequately dealt with in London.

(d) The British Association of Radiology and Physiotherapy has
agreed to cooperate.

(e) It is hoped that arrangements may be made to utilize for teaching
purposes the unique collections of the Royal College of Surgeons and
the clinical facilities of metropolitan asylums, fever hospitals, and Poor
Law infirmaries, and opportunities should be given for the study of
public health and forensic medicine.

III. THE CENTRAL ORGANIZATION

1. The Council of the association will consist of representatives of
all participating teaching institutions, and representatives of the Board
of Education, the National Health Insurance (Medical Research Com¬
mittee), the Dominions, and United States of America. The number
of representatives of the twelve London schools serving on the Council
shall not be less than the total number of representatives of the other

bodies. Care should be taken to arrange for representatipn of subjects
taught as well as of institutions.

2. Steps will be taken to frame such a constitution for the association
as will render it competent to hold property and to receive a grant
from the Board of Education.

3. The Council of the association will have power to appoint an
executive committee and such other administrative committees as may
be necessary. The permanent whole-time officers and secretarial staff
of the association will be appointed by the executive committee.

4. The home of the association will be a building in central London.
It will contain the offices of the permanent (secretarial) staff, together
with a library, recreation room, and luncheon and tea rooms. A suit¬
able and well equipped building would become the meeting place for
the medical graduates of the empire and allied nations.

5. The permanent secretarial staff of the association will cooperate
with the teaching institutions in organizing the courses of instruction,
and will issue the necessary advertisements, receive the fees, and
arrange for the admission of students to the different courses in con¬
formity with the number of students for which each is open.

IV. finance

1. The participating schools will be under no financial liability in
connection with the scheme.

2. It is hoped that sufficient money will be forthcoming from privatedonations to provide for the erection and equipment of the buildingand some endowment towards its annual maintenance.
3. Each student on admission will be required to pay a registrationfee, which will go towards the support of the association, apart from the

fees payable for the courses of instruction. It is proposed to apply lo
the Board of Education for a grant sufficient to make the association
selfsupporting.

4. As any grant from the Board of Education will be paid to the
association, the medical schools will not receive any direct government
grant for postgraduate education, and will therefore only be responsible
to the association for the instruction they undertake to give.5. The fees payable for the various courses will be decided by the
Executive Committee in consultation with the individual schools, the
object being to maintain as nearly as possible a uniform standard.

6. Each participating school will undertake to give no organized post¬graduate courses independently of the central organization, with the
exception of classes for special examinations.

7. The income of the association would thus be derived from:
(1) Interest for endowment fund,
(2) Registration fees paid by students,(3) Fees for courses, and
(4) Government grants;

and the expenditure would be for:
(1) Maintenance of the association's buildings,(2) Salaries of permanent secretarial staff,(3) Advertising, printing prospectuses of courses, etc., and
(5) Payment of participating schools,
V. THE POSITION OF THE UNDERGRADUATE STUDENTS IN RELATION TO

THE POSTGRADUATE ASSOCIATION
In arranging the courses of instruction care will be taken to inter¬

fere as little as possible with the work of the undergraduate students.
In the case of lectures no difficulty would arise from the presence of
undergraduate students in seats not reserved for the postgraduates,but admission to all other forms of instruction will be restricted to those
for whom the course has been arranged.

A Stereoscopic Atlas of Plastic Surgery of the Face, Head, and
Neck with Case Reports. By Joseph C. Beck, M.D., F.A.C.S., and
Ira Frank, M.D., F.A.C.S. Price, $7. Pp. 131, with 90 stereoscopicillustrations. St. Louis: C. V. Mosby Co., 1919.

This stereoscopic outfit has been neatly prepared. It
includes a compact stereoscope, a textbook and some ninety
stereoscopic illustrations demonstrating the various steps in
the technic of the operations devised by these two authors. In
the text a brief introduction is followed by a historical sum-
mary of the subject, carrying the reader from the time of
Tagliacozzi through the rhinoplasty with paraffin, first used byGesurney of Vienna, down through the recent work of Roe and
Lexer. The chapters include work on the palate, the eyelids,
the elementary principles of plastic surgery, a new method of
using silver wire and a series of quite instructive case reportschiefly devoted to injuries of the nose. The stereoscopicillustrations include nasal defects, total loss of the nose,
resection of the jaw, defects of the lip and cheek, restoration
of the jaw, reconstruction of the ear, tracheotomy, laryngec-
tomy, etc. On the back of each stereoscopic view is printed
a descriptive legend. It is, of course, not presumed that a
study of this material will qualify the reader as a plastic
surgeon. This involves a delicacy of technic to be acquired
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only through practice and experiment. The war produced
many face wounds, and the future will demand more men

qualified to do this work. The physician who desires to
become conversant with the subject will find this outfit of
assistance in his study of it.

The Pathology of the Pneumonia in the United States Army
Camps During the Winter of 1917-1918. By William G. MacCallum,
M.D. Monograph No. 10 of the Rockefeller Institute for Medical
Research. Paper. Price, $1.50. Pp. 147, with 55 ilulustrations. New
York: The Rockefeller Institute for Medical Research, 1919.

Dr. MacCallum was a member of two commissions appointed
by the Surgeon-General of the Army to study the pneumonia
existing among troops during 1917-1918. The pneumonia
referred to was particularly that following measles. The
pamphlet does not cover the severe and fatal bronchopneu-
monia following the influenza epidemic, except for a short
supplementary note. Preliminary reports as to the findings
of these commissions have appeared in articles by Dr. Mac-
Callum and others published from time to time in The
Journal. The present volume goes into the matter in con-

siderable detail and supplements it with fifty-three excellent
plates illustrating microscopic and macroscopic pathology of
the disease.

Social Medicine, Medical Economics
and Miscellany

Health Reorganization in England
The readjustment of social machinery to the new conditions

following the war, and the agitation for better governmental
control of health, conditions, have stimulated a discussion in
England of social insurance and governmental health organi¬
zation equal to the discussion that greeted the Lloyd George
social insurance bill in 1910. Not only medical journals, but
also popular magazines, such as the London Graphic, are

discussing the proposed state medical service from almost
every possible point of view. The British Medical Journal
for March 8, 1919, contains a lengthy article on "National
Medical Treatment," by Dr. William J. Howarth, medical
officer of health of the city of London, and Dr. B. A. Rich¬
mond, secretary of the London Panel Committee on National
Medical Treatment. The editorial pages contain two edi¬
torials on the subject, and two out of the five letters in the
correspondence department are also given to its discussion.
In the article by Drs. Howarth and Richmond, the question
is discussed largely from an administrative standpoint. In
view of the prominent position occupied by health matters
and the social reforms contemplated by the new government,
the authors consider it desirable that the medical profession
should either have some definite views as to what future
action will prove acceptable to it, or be prepared to submit
a scheme approved by the majority of the profession for the
consideration of the general public. Evidently the ten years'
discussion of this question in England has not advanced the
medical profession of that country very much farther than
is the case with: our profession here. Three methods of
altering or enlarging the present method of state insurance
in England are suggested: (1) additional powers and respon¬
sibilities added to the present panel system; (2) the creation
of a whole time service, and (3) the establishment of a part
time service based on experience gained in panel work. The
limitation of medical benefit to insured persons alone cannot
continue, in the judgment of the writers. The insurance act
accepts no responsibility for the treatment of persons with
physical defects at ages prior to the insurance age. The
treatment of the uninsured and of those requiring permanent
medical treatment and maintenance, many of whom are now

under the care of the poor law authorities, would still remain
a problem for solution. If insured persons and their depen¬
dents were included in a state scheme of medical treatment, it
is estimated that the number remaining outside such a scheme
would be between one third and one fourth of the total popu¬
lation. This would leave from two thirds to three fourths to
be cared for under the government plan. The various admin-

istrative difficulties involved would be of such magnitude, in
the opinion of the writers, as to make it sound policy to open
the state service to every, member of the community who
desired to avail himself of it. As the prosperity of the state
depends on the health of its citizens, it seems reasonable to
expect the state to make the provisions necessary for main¬
taining health by making medical treatment available for
everybody, the cost to be met by different members of the
community according to their taxable value. If this principle
be accepted, it follows that the best medical treatment should
be available for every individual. To effect this, all medical
services must be coordinated. The question of the control
of the proposed health organization at once arises. Drs.
Howarth and Richmond suggest that it devolves on the pro¬
posed ministry of health; through the creation of central
authority delegating executive power to local bodies created
for this purpose or adding these powers to local bodies
already existing, while the administration of benefits paid
should be under the control of the contributors or their
elective representatives. As medical benefits would be paid
for by the whole community, the administration would devolve
on elected representatives of the community, aided by elected
representatives of the profession and elected representatives
of those insured.

The scheme outlined by the writers to meet the conditions
involves minimum essentials for the public, the profession
and the local authorities. Those for the public are: (1) the
best possible medical treatment available for each individual,
including consultations, surgical, dental and hospital treat¬
ment, midwifery service and efficient nursing; (2) the freest
choice of medical attendants consistent with administrative
efficiency. As affecting the physician, the minimum essen¬
tials are: (1) the national service to be open and appoint¬
ments so arranged that the slacker may be eliminated and
ample opportunities afforded the beginner; (2) opportunity
for competition ; (3) limitation of nonprofessional work to
the minimum ; (4) control of physicians by the profession ;
(5) encouragement to physicians to improve their knowledge
and to bring the general practitioner into close contact with
the specialist, thereby creating better esprit de corps; (6)
satisfactory remuneration; (7) provision for pensions on a
contributory basis.

It is interesting at this point to compare these minimum
essentials for physicians with the minimum essentials pro¬
vided for in the resolutions adopted by the House of Dele¬
gates of the American Medical Association at the New York
session in 1917. These are: (1) free choice of physicians by
the insured ; (2) payment to be proportionate to the amount
of work done; (3) separation of official supervision from pro¬
fessional treatment of the sick; (4) adequate representation
of the medical profession on administrative bodies.

The minimum essentials for local authorities are that :
(1) The service shall be sufficiently flexible and elastic for
further developments ; (2) the sickness rates and knowledge
gained be so recorded as to be available for local health
officers.

Regarding the method of operation, the writers suggest the
establishment of central clinics in areas of varying sizes
dependent on the population and social status. One clinic
might be required for every twenty or fifty thousand popula¬
tion, each clinic to be provided with attending physicians
and nurses, clerks to take care of records, etc., and dispens¬
ing pharmacists to fill prescriptions. In larger areas, special
clinics for special work would be provided, drawing their
patients from a series of primary clinics. The details of
attendance and care under various conditions are outlined at
length.

General hospitals are suggested as necessary to care for
those requiring hospital treatment. Naturally a single gen¬
eral hospital would care for the patients from a large number
of primary clinics. Minor and major clinics and general
hospitals would, of course, each be provided with such bac¬
tériologie, chemical and diagnostic laboratories, equipment
and trained workers as would be necessary. Consultants
would be attached to the various hospitals and would carry
on both private practice in home consultations and state-work
in hospital consultations on a basis of payment for state work
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